between the two lobes; no case developed a velamentous insertion. The higher risk group B has evolved towards a ST central/paracentral insertion in 63 cases, maintained a peripheral insertion (n = 38 cases), and in 4 cases a velamentous insertion was diagnosed. In the very high risk group of 8 cases we had 3 cases of intrauterine growth restriction, and 2 emergency Caesarean sections. Severe complications related to cord accidents were absent, most probably due to tailored prenatal care.
Objectives: Pregnancy with congenital heart disease (CHD) increased the risk of obstetrical and cardiovascular events. Fetal growth restriction (FGR) is well known as a major complication in maternal CHD. The aim of this study is to identify the incidence of FGR and the risk factors of FGR in pregnancy with CHD. Methods: We retrospectively reviewed the medical data of 98 pregnancies in 94 pregnant women who delivered in our institution from 2013 to 2015. Maternal types and prepregnancy condition of CHD, complications during pregnancy, anomaly of umbilical cord and placenta and complication of newborns were reviewed. We determined the incidence of FGR in CHD and its risk factors. Results: 20 out of 98 pregnancies had FGR (20.4%). FGR was diagnosed at 37 weeks' gestation (median, 31-41) . Maternal age at delivery was 31(17-44). 57 (58.1%) were primiparaous. 28 (28.5%) were cyanotic CHD and all cases were NYHA class I or II. The median gestational age at delivery was 38 weeks' gestation (30-41). Seven (7.1%) delivered at preterm period. Gestational diabetes mellitus was found in three cases and hypertensive disorder of pregnancy was also found in 3 cases. There were 7 cases of marginal insertion of umbilical cord and one case of circumvallate placenta. 23(23.4%) newborns showed low birth weight. Eleven newborns were categorised in small for date and 9 were in light for date. There were 2 cases of CHD in newborns and no abnormal chromosome and other anomalies. Maternal cyanotic CHD (p=0.03), ZAHARA score more than 3.5 points (p=0.04) and maternal use of angiotensin-converting-enzyme inhibitors (p=0.0001) or beta-blocker (p=0.03) before pregnancy were defined as risk factors of FGR.
Conclusions:
The incidence of FGR among pregnant women with CHD was 20.4% which is higher than the normal population. The risk factors of FGR were defined as cyanotic CHD, high score of ZAHARA and medication before pregnancy. These factors will enhance the identification of higher risk pregnancy with CHD. Careful observation and evaluation of fetal growth and well-being should be done in these cases.
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Echocardiographic differences between late SGA and AGA fetuses E. Cosmi, S. Visentin
Woman's and Child's Health, University of Padua, Padua, Italy
Objectives: The aim of the study was to analyse right and left cardiac function in intrauterine growth restriction (IUGR), small-for-gestational-age (SGA) and appropriate-for-gestational-age (AGA) fetuses. Methods: This was a prospective study performed at the Department of Woman's and Child's Health of the University of Padua in the period between 2015 and 2017. The patients were enrolled during the third ultrasound scan or in suspected growth restricted fetuses. SGA fetuses were defined those with an estimated fetal weight (EFW) between the 3th and the10th percentile without fetal Doppler alterations; AGA fetuses as EFW between the 10 th and the 90 th percentile. Conventional echocardiography was performed at a median gestational age of 34 weeks in the Cardiologic Unit of the University of Padua. All the data collected were those of a complete cardiac exam. Neonatal outcome was registered. Results: Twenty SGA and 62 AGA fetuses were studied. There were no differences about the Global longitudinal systolic peak strain 2D of the left and right ventricle between SGA and AGA fetuses (p 0.33), while left and right indexed cardiac output (ml/mim/kg) were significantly lower in SGA than AGA (p 0.05). Moreover, the Left Ventricle Shortening fraction (%) 2D and Left Ventricle End Diastolic Volume (ml) were lower in SGA compared to AGA (p <0.05). Conclusions: Late preterm SGA fetuses showed signs of cardiac remodelling. This results lead to reconsider the role of low birth weight even in a category of fetuses that not presented intrauterine fetal Doppler abnormalities.
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Which Doppler parameter during the second trimester ultrasound should be assessed as predictor for late small-for-gestational-age fetus?
E. Cosmi, S. Visentin

Woman's and Child's Health, University of Padua, Padua, Italy
Objectives: To assess which Doppler parameter during the II trimester ultrasound scan might predict small for gestational age (SGA) fetuses at term of pregnancy. Methods: We prospectively analysed pregnancy and neonatal outcomes of 114 singleton pregnancies who underwent a second trimester ultrasound scan at a III level University Hospital from January 2016 to January 2017. All singleton pregnancies were included in this study. During ultrasound examination, all Doppler parameters for each fetus has been assessed: Umbilical artery, Middle cerebral artery, Ductus Venosus (DV) and Uterine arteries. We excluded all pregnancy related to hypertensive disorders, twin pregnancies and fetal malformations. SGA was defined as a neonatal weight < 10 th percentile.
Results:
Mean gestational age at ultrasound examination was 21.26 weeks (±1.29) while the mean gestational age at delivery was 38.25 weeks (±2.35). There were no significant differences in gestational age at ultrasound or at delivery between SGA and normal pregnancies. Umbilical and middle cerebral artery did not differ and thus excluded for the prediction of SGA fetuses at term. DV mean PI was 0.58 (±0.16) and was the best predictor for SGA fetuses at term. The OR in univariate analysis of DV PI to predict SGA was 0.04 (95% C.I. 0 -0.76; p<0.05) and in multivariate analysis was
